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Chapter One: Obesity in America 
 
 Obesity within the United States has been a topic of increasing national concern since the 
spike of its prevalence among the population. Its growing presence in American society sparked 
governmental attention around the early 1980s (NCBI). This relatively recent phenomena in the 
scope of American history has generated the need for research around the economic, medical, 
and societal implications of this emergent epidemic. While research has been conducted by 
medical experts, there is a missing analytical perspective from the field of sociology in the 
national discussion of obesity. More often than not, sociological understandings and evaluations 
are absent from nation-wide discussions of health. Since the issue first began to grab official 
state attention, obesity has shown no signs of slowing or dissipating within our society. Rather, 
the condition has been increasingly spreading among various ages, genders, and races. The goal 
of this thesis is to begin empirically exploring the ways in which obesity not only affects the 
economy and medical profession, but also the social and mental health of these labeled 
individuals. In this chapter, we will begin by exploring existing research about obesity’s growth 
throughout the years, why it causes governmental and social concern, and some of the known 
implications for adults in the U.S. who have been categorized as obese. 
Obesity in American History 
 The CDC cites the current percentage of obesity among U.S. adults at about thirty-six 
percent, using the measurement of Body Mass Index as the tool of categorizing weight (CDC 
2016). However, this rate has grown significantly since the 1960s. During the 1960s, about 
thirteen percent of the population was considered obese. This percentage began to slowly 
increase up into the late 1970s. The arrival of the 1980s brought with it a much more alarming 
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percentage of obese individuals in America of around twenty-five percent. (NIDDK). Although 
the rates of obesity began to level out around the early 2000s, there have still been steady 
increases. Today, the percentage of obese American adults has grown by nearly three times what 
it was during the 60s. However, an interesting and important aspect of obesity to note is the 
government’s role in re-defining obesity. “…[In] mid-1988, the U.S. government issued new 
guidelines for the clinical definition of obesity and lowered the definition of overweight from a 
body mass index (BMI) of 27 m/kg2 to 25 m/kg2.” This one simple change managed to re-
categorize twenty-nine million Americans as obese within the matter of one day (Brewis 2011, p. 
11). Overall, these transformations of weight in the U.S have resulted in nearly seventy percent 
of the adult population to be considered overweight or obese as of 2014 (CDC 2016).  
What changes occurred in the social structure and food culture of the U.S. to bring about 
these changes? Research suggests that the arrival of cheap, processed, and filling food products 
within the American food market has been a significant factor in the increase of adult obesity. 
For this reason, genetics alone cannot be used to explain the obesity epidemic. In addition, 
Americans are more informed about obesity than ever before (Baum 2007, p. 688). With this in 
mind, there are several other variables that may have contributed to this relationship, such as the 
transformation of the economic welfare of middle-class households or shifts in the 
manufacturing and processing of food. Obesity as a social issue is further supported by the 
distribution of its rates throughout the U.S. For example, Hispanics, African Americans, women, 
and people of low socioeconomic status have elevated rates of obesity (Dubowitz 2009, p. 25). 
Historically, these groups have been discriminated against or disenfranchised from the whole of 
society in one form or another. Is it a coincidence that disadvantaged groups within society are 
susceptible to obesity? This is a question that we will explore later in this chapter.  
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Another simplified explanation for the change in food culture in the U.S. involves the 
shift in American food production from small scale local production to the mass manufacturing 
of food, allowing relative ease of access to these resources for the public at large. As food 
production has progressed to an increasingly automated mode of assembly, an inverse 
relationship evolved lowering the price of food as the process became more technological and 
efficient. This resulted in a plethora of food within the market and new modes of purchasing 
these perishable goods through super markets or other large scale venues. Some researchers 
argue that the surge of cheaper food within the market, coupled with amplified ease of access, 
has correlated with an increase of food consumption in the U.S. (Baum 2007, p. 688).  
In addition, the subsidizing of foods, such as corn, by the federal government has brought 
forth new forms of high fructose sweeteners to manage the consequent surplus. As a result, these 
artificial sweeteners began to pervade many food items on the grocery store shelves. Although 
there is some disagreement among medical professionals, many believe these sweeteners are 
processed differently by the body and in a manner that increases the storage of fat. Many 
scientists also agree that sugar is highly addictive (Gearhardt 2013, p. 47). If this is the case, it’s 
reasonable to see larger amounts of this highly addictive substance in the food market. Why 
would sugar content decrease in the food market if its presence creates cravings and re-
purchasing among consumers? The addictive nature of sugar may additionally explain some of 
the widespread failures to control the obesity epidemic (Gearhardt 2013, p. 46).  
An additional contributing factor to the rise of obesity, which correlates to the increased 
consumption of food products, is the transformation of job types. Over the years, technological 
advances have not only changed methods of food production, but also the American job market. 
The impact has produced numerous jobs that are sedentary in nature and have a high level of 
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demand on the employee. Research has linked excessive sedentary time in the job place to 
obesity and other physical ailments (Neuhaus 2014, p. 822). Both of these job qualities are 
correlated with elevated physical and mental stress on the individuals possessing these positions, 
subsequently increasing the likelihood for obesity. To reiterate, the rise in sedentary jobs has 
fostered an environment for weight gain.  
Consequently, this weight gain trend and its associated stigma increases stress. Some 
studies have even discovered evidence suggesting environments with negative perceptions of 
overweight bodies does not discourage actual weight gain, but instead harms those who 
experience it (Hunger 2015, p. 255). There is also growing scientific research revealing the role 
stress plays in the obesity epidemic. Stress has been discovered as a causal component of weight 
gain, as well as a product of weight gain (Hamer 2008, p. 536). This creates an unfortunate 
dynamic where stress increases the likelihood for obesity and obesity produces more stress, 
creating a vicious cycle (Mustillo 2013, p. 283). 
In summation, the historical dynamic shift of, “…food environments that facilitate 
overeating and built environments require minimal energy expenditure, may help explain why so 
many American’s are obese today.” (Callahan 2016, p. 111) The mass production and increased 
availability of cheap, processed food has led to increased consumption of sugar-laden foods. 
Coupled with a relatively sedentary job environment, these changes to the American cultural 
structure assist us in understanding the rise of obesity. 
Economic and Medical Costs Associated with Obesity 
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 Now that we’ve established the statistics in reference to obesity and the postulated and/or 
documented reasons for the rise in its prevalence, we’ll transition our discussion to the economic 
and medical costs associated with the epidemic.  
 Starting with the medical repercussions, much evidence documents the negative health 
effects of obesity. Some of the major causes of mortality and elevated morbidity are from 
cancers, and circulatory and respiratory diseases. Obesity can lead to premature death from all of 
the aforementioned conditions and is associated with many other illnesses (Garrow 1991, p. 
704). Other chronic conditions caused by obesity, such as diabetes and arthritis, can also lower 
life expectancy (Bhattacharya 2011, p. 140). Likewise, the CDC reported in 2016 that obesity 
can increase all causes of death associated with mortality (CDC 2016). Many of these conditions, 
either caused or correlated with obesity, are chronic, costly, and burdensome for those implicated 
(Moffatt 2011, p. 144). The incredible costs of health care in the United States makes the 
diagnosis of many of the health concerns connected to obesity an onerous feat to manage 
financially for a significant portion of the population. In 2008 alone, the estimated medical costs 
associated with obesity was $147 billion (CDC 2016).  
Although the Affordable Care Act has halted the rejection of health care based on pre-
existing conditions through exchange programs, research studies have found that the medical 
costs involved for obese individuals remains, “…forty-two percent higher than that for people of 
a healthy weight.” (Lenzer 2010, p. 913) This indicates that while obese adults are more likely to 
have health insurance today than before, their health care expenses are still higher. Additionally, 
there are social factors that are affected by the medically intensive nature of obesity. Illnesses 
from obesity can result in increased time spent in hospitals or doctor’s offices, and less time 
spent with family or working. Medical costs aside, inflictions related to obesity can serve to 
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lower a person’s overall quality of life through persistent pain, stress, poor health, lower wages, 
and social stigma (Delgado 2013, p. 60).  
 The broader economic costs of obesity are more dynamic and difficult to determine than 
are the personal medical costs of obesity. Certain factors influence who is ‘paying’ for the 
epidemic. Based on the existing pool of literature, the answer seems to be that everyone is paying 
for the obesity epidemic in some form. This is particularly true with respect to taxpayers. For 
example, Medicare covers the majority of increased medical expenses incurred from obesity for 
adults over the age of 65 (Bhattacharya 2011, p. 145). The diversion of tax revenue to pay for the 
increased costs associated with obesity through programs such as Medicare/Medicaid, begs a 
certain question. Could this money have been used by the government to stimulate the economy, 
among other things? Regardless, the increase of obesity in the United States has affected the 
allotment of government spending to address the matter. In 2003, the government directed nearly 
ten percent of the nation’s health care budget to tackle health concerns caused by obesity. 
Overall, this amounted to over seventy-eight billion dollars spent in addressing the issue. (Barkin 
2010, p. 240). 
 Obesity also affects the American workforce. Research reveals substantial evidence that 
the obesity epidemic creates excess burden upon employers and employees. In general, studies 
have found that obesity is correlated with lower levels of productivity and increased absence 
from the work place. These two factors may help explain why some recent studies have 
ascertained the role obesity plays in lowering wages (Barkin 2010, p. 241). Consequently, lower 
wages impact total lifetime earnings. Explanations behind this phenomenon are difficult to 
prove, but one argument involves the role discrimination plays in affecting the wages of obese 
individuals. Often, obese individuals are perceived to have a severe character flaw, i.e. laziness 
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(DeFleur 1964, p. 127). This then impacts the likelihood that an employer will hire them, 
affecting their overall earnings. There is also the chance for some degree of co-morbidity in the 
variables influencing wages. In other words, women on average make less money compared to 
their male counterparts. At the same time, there is a higher rate of obese women in the U.S. On 
the employer’s end, they have less productivity and presence from obese employees (Barkin 
2010, p. 241). Additionally, employers bear some of the elevated health care costs. However, a 
positive component of this dynamic is the motivation to focus on the workplace prevention of 
obesity in an effort to minimize costs (Barkin 2010, p. 242). 
 However, there is a missing narrative concerning the economic costs of obesity. While 
obesity is an expensive physical condition for its medical costs, some in society may profit from 
it. Although there has been a concerted societal effort to slow the trend, the revenue the obesity 
epidemic has generated for pharmaceutical companies and doctors may explain why the 
epidemic continues. It has been said many times before that we are a nation that focuses on ‘sick 
care’, instead of ‘health care’. In other words, it’s more profitable for the private health care 
system for a person to remain sick. The question then becomes: Is the United States passing 
legislation that actually succeeds in addressing the issue of obesity, or do current health care 
policies benefit corporations at the expense of the welfare of Americans? The answer may be a 
mixture of yes and no. Lobbying efforts can and have impeded the passing of effective 
legislation. This isn’t to say that all passed state and federal legislation has proved useless in 
dealing with obesity, but there may be a problem. 
Obesity and Adversity (Intersectionality) 
 Another social facet of obesity is its role in cumulative adversity. We’ve already explored 
the correlation between obesity, lower wages, and increased medical expenses. Meanwhile, 
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obesity can interact with other social labels retained by individuals to elevate discrimination and 
adversity. For instance, non-white races on average have increased levels of obesity in their 
populations, as well as women (Bentley 2011, p. 667). Women and non-white races, such as 
African Americans, Hispanics, and Native Americans, have also historically and systemically 
experienced various forms of discrimination. This is evident from the fact that legislation was 
only ‘recently’ passed to give these individuals equal rights/opportunity (Painter 2004, p. 200). 
In addition, these same races or gender disproportionately occupy lower levels of socioeconomic 
status. Poverty and racial discrimination, coupled with social stigmas of obesity, intersect with 
one another to create this cumulative adversity.   
 Our American culture has strong social perceptions and ideals of weight. Obesity directly 
contradicts many of these social standards. In its own way, obesity is deviant from the typical 
American cultural standards of beauty (Brewis 2011, p. 103). Although there have been some 
efforts to end fat shaming, overwhelmingly the label of obesity continues to segregate and 
alienate members of our society. For this very reason, obesity can cause substantial self-loathing 
or distain, and negative perceptions of the self (Mustillo 2013, p. 269). Subsequently, the 
alienation and stigmatization of obesity can generate an excess of psychological distress among 
obese individuals. The harmful dynamic of obesity in our society is rooted in the fact that it is 
increasingly prevalent in social groups that have existing disadvantage.  
In essence, a sort of looping effect occurs. For example, women experience 
discrimination via sexism and patriarchal norms. In turn, this generates elevated levels of stress, 
which can increase the likelihood of obesity. If a women then moves into the category of obesity, 
she has obtained another source of psychological stress. The social effect of obesity compounds 
9 
 
to intersect with multiple matrices of oppression, which only succeed in making the problem 
worse. Overall, obesity disproportionately disenfranchises already disenfranchised social groups.  
Concluding Remarks: Chapter One 
“… [The] global impact of obesity is socially pervasive, dangerously unhealthy, 
economically burdensome, and in many places a source of occupational and medical 
discrimination.” (Callahan 2016, p. 109) A remark such as this highlights some of the 
tremendous alarm that has been ignited across the world since the rise of the obesity epidemic. It 
is a recent, worldwide health concern with unhealthy social and medical side effects. Despite 
strong efforts to stop its progression, obesity continues to spread cross-nationally. 
Is a significant portion of our population largely disenfranchised from society, but highly 
profitable? Has obesity become a profitable or costly endeavor? We can look to other already 
existing models of profiteering from the ills of society, i.e. mass incarceration or the intensified 
medicalization of deviance, to help us understand who benefits and who doesn’t from the 
epidemic. The trouble behind this dynamic stems from the fact that the profit of deviance makes 
the problem less likely to be resolved. The structure of power in the U.S. reinforces many of the 
mechanisms of profit, while counter-intuitively struggling to fix the problem that is beneficial to 
capitalism. Reinforcement for this hypothesis involves the fact that while the rise of obesity in 
the population has sparked numerous forms of official state attention to try and halt its 
progression, there is no evidence that obesity will decline in the future (Callahan 2016, p. 105).  
Obesity is pervasive, widespread, and well-known to shorten life-span. Despite the 
incredible acknowledgement of obesity as a societal concern, the problem has only amplified and 
proven itself to be a difficult health issue to tackle. Even more alarming is the movement of 
10 
 
obesity into our adolescent population. The goal of chapter one was to broadly examine the 
various facets of adult obesity in the United States. For the purposes of this thesis, I will be 
focusing my studies on a subset of adults, ages 24-35. As new as the obesity epidemic may be, 
an even newer component of the epidemic is its spread to our youth. Our discussions in chapter 
one have demonstrated the widespread and negative implications of obesity within the adult age 
groups. Understanding the effects of adulthood obesity creates a grim foresight into the 
intricacies of adolescent obesity.   
In chapter two, we will investigate the growth of obesity among adolescents and the 
degree to which it may create cumulative advantage or adversity. Adolescent obesity and other 
social facets will be explored, since research has indicated that obesity may have lasting effects 
(Himes 2000, p. 74). Furthermore, adolescence is a formative period, as well as a close precursor 
to the age bracket we’re analyzing. Some of our topics of focus will include the impact obesity 
has on adult health, the degree to which school grades are affected, and the degree at which 
psychological harm is caused through the social stigma of obesity. I expect much of the research 
related to adulthood obesity to be found among the adolescent population. I would argue 
however, that obesity at a younger age can have devastating effects on the social life of 
adolescents and their self-perception based off interactions with peers. My goal is to demonstrate 
how obesity adds to the cumulative adversity of certain youth groups, by analyzing the role of 
symbolic interactionism, medicalization, and labeling in society. Moreover, the cumulative 
disadvantage of obese adolescents may spillover into their adulthood lives.  
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Chapter 2: Difficulties during Adolescence 
Before we begin exploring the direct interactions between obesity and adolescence, it is 
important to understand the adversities experienced during this life course stage. Some adverse 
factors may be common among all ages, while others may be more unique to the adolescent age 
group. As a society, we recognize adolescence as transitional period of aging that has the 
potential of being filled with strife. But what are the conditions, labels, or factors that contribute 
to the difficultly many youth face during this time? If at all, how do these factors intersect to 
reinforce possible or present adversity? Ascertaining the adverse factors present during 
adolescence will help us comprehend any effects of co-morbidity concerning obesity’s 
interactions with these co-existing elements into adulthood. 
Stress 
 It’s safe to say that as human beings we all experience various forms and differing levels 
of stress throughout our lives. At the same time, stress is unique to each individual and their 
ability to handle the particular factors generating the stress they feel. For these reasons, stress can 
be very subjective in nature. It is still a very important element in our social and mental well-
being as humans. Regardless of the subjective nature of stress, stress is widely considered as a 
negative descriptor of an individual’s mental state. The question regarding adolescents is, despite 
its subjective nature, do they experience increased levels of stress? Increased stress in 
adolescence could be due to difficult life occurrences more frequent among their age group, or 
perhaps a lack of life experience obtained by adults which allow them to better manage their 
stress. If adolescents experience more adversity than other age categories, they may have 
elevated stress levels as a result. Or, do adolescents simply experience the same stress as other 
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age groups, but are less able to cope with said stress since they are developing cognitively? 
These are some of the questions that we will be exploring in this section and what research has 
discovered about stress during adolescence. 
 Prior research has found that, “Adolescents face some particular and unique stressors, 
many arising from the move to more independence and autonomy.” (Sandberg 2012, p. 33) As 
mentioned in the introduction, adolescence is a transitional time in a person’s life. Any 
transitional period can be an opportunity for increased stress to occur, since change has a degree 
of uncertainty. Adolescents have to deal with the physiological changes of puberty, school, and 
family and peers relations. All the while, adolescents have to look forward to their futures and 
make important decisions that can impact their adult lives for years to come. Overall, 
adolescence can be a complicated period depending on the time of the onset of puberty, their 
understanding of the limitations of their growing independence, and whether they achieve 
academic success or failure.  
 Research also indicates that many of these challenges are common and faced by most 
adolescents. However, stress can become excessive when coupled with cumulative adversity. 
This creates a, “…pile-up of life events at a time of ongoing transition (or of chronic adversity) 
that provides the real stressors in adolescence.” (Sandberg 2012, p. 34) So, do adolescents 
experience stress other age groups don’t or are they less emotionally equipped to manage 
average levels of stress? The answer is a bit of both. Adolescents have unique stressors from the 
onset of puberty / physiological changes, transitions in their autonomy, academic pressure, and 
family and peer interactions. Many of these stressors are common to adolescents. The oddity of 
stress during adolescents is how many stressful life events begin to coincide with one another in 
a way that is distinct to their age group. Therefore, adolescence is marked by a chronic build-up 
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of stress by some factors which only occur during this life course stage. Another interesting 
contribution to stress during adolescence is social networks, which adolescents tend to build-up 
around this time in their lives.  
There is an added emphasis on an adolescent’s relationships with their peers, while they 
begin constructing increasingly egalitarian interactions with their parents (Seiffge-Krenke 2009, 
p. 259). In addition, the introduction of romantic relationships and the expression of an 
adolescent’s emerging sexual orientation in the public sphere can be another source of stress. 
Research has shown that shifts in the personal relationships of adolescents, whether it be parents, 
partners, or friends, is likely to elevate stress. This isn’t surprising considering the fact, “…that 
46% - 82% of all stressful everyday events named by adolescents pertain to interpersonal 
relationships,” a common occurrence in their age group (Seiffge-Krenke 2009, p. 260). 
Moreover, adolescents are highly influenced by their peer environment, which has been echoed 
in studies of delinquency.  
 Many of the sources of stress for adolescents are sources of adversity, and will be 
discussed in further detail in this chapter. However, there are still important topics to mention in 
the conversation of stress levels for adolescents. For example, puberty is a time when an 
adolescent’s body begins to develop into a more adult form. The strain from biological changes 
is then coupled with increasing social demands (school, work, future goals), all of which worsen 
stress levels (Jackson 2012, p. 292). This can create all sorts of issues for an individual’s body 
image, since it’s a new physical transformation. Unfortunately, troubles with body image can be 
worsened due to our cultural emphasis on skinniness for women and muscularity for men. In our 
technologically advanced society, social media is ever present in the lives of adolescents while 
continuously reinforcing these socially idealized bodies for men and women. It can be 
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particularly harmful for adolescents who may be less equipped in realizing the falsehood of 
majority of the images they are shown on the daily. The vast majority of bodies in our 
advertisements or other forms of social media are modified in physically unrealistic distortions. 
Whether or not an adolescent recognizes these distortions in healthy bodies or desires the same 
appearance regardless, there are bound to be body dysmorphic self-perspectives (Sidani 2016, p. 
1470). This elevated concern over an adolescent’s physical appearance is expressed through 
excessive stress and anxiety.  
A previously mentioned feature of adolescent life that can induce stress is their school 
environment. An adolescent’s school environment is no small component in their day to day life 
and encompasses several areas. First, there is the academic portion of their school life, where 
there is the opportunity for strain from either too much academic success or failure (Armacost 
1990, p. 105). If a student is too successful among their peers in terms of academia, there could 
be social repercussions from jealousy or the transition to a minority group among their peers. On 
the other hand, too little academic success or complete failure can lead to teasing, pressure from 
school authority figures, or disappointment if one falls behind their peers’ level of achievement.  
In both cases, there arises the chance that an adolescent will stand apart from other students, 
which doesn’t always feel like a positive social aspect of a teen’s life in certain situations. In 
addition to dealing with academic extremes, adolescents have to communicate with their school 
representatives, i.e. teachers, coaches, counselors… (Moksnes 2016, p. 340) Depending on a 
student’s behavior or academic progression, adolescents can find them themselves constantly 
accountable to some form of an authority figure. This can create an interesting dynamic during a 
time when adolescents are discovering their own voice, autonomy, and feel increasingly 
deserving of more egalitarian displays of social interactions. Finally, in the school environment, 
15 
 
there is the social interactions among an adolescent’s peers. Peers can be great sources of 
friendship and comfort. Meanwhile, peers can also be sources of social pressure or anxiety (Can 
2017, p. 2). All in all, the major aspects of the school environment, where an adolescent arguably 
spends the majority of their day, can be extreme sources of continuous stress.  
Moving forward in our discussion of the difficulties and adversity present during 
adolescence, this chapter will include many of the aforementioned factors that contribute to 
stress. While these factors are causal and correlated with adolescent stress, they are also separate 
features of adolescent adversity deserving of a dedicated conversation. In addition, you may note 
the intersectionality of many adverse factors in the lives of adults, hence their reappearance in 
the dialogue throughout chapter two.   
Social Environment 
 In our discussion of stress, we explored some of the potential ways in which family and 
peer relations can generate stress in an adolescent’s life. However, in this portion of the chapter 
we will ascertain other forms of difficulty or even the importance that the family and peer groups 
can play in determining, buffering, or creating adversity during adolescence. For example, the 
relationship between parents and adolescents can easily predict youth outcomes (Hair 2016, p. 
188). For this reason, it’s no small topic in understanding how negative effects have the potential 
to arise out of these intimate social groups.  
 Beginning with the manner in which parental relations can shape adolescence, research 
has found that, “…lack of parental monitoring predicts antisocial behaviors, substance use, and 
various delinquent behaviors. Similarly, parental support predicts reduced levels of depression, 
psychological disorders, externalizing behaviors, and behavior problems among youth.” (Hair 
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2016, p. 188) This indicates the incredible significance that an adolescent’s home environment 
and family relations can have in determining their likelihood for certain behaviors, which can 
have lasting effects. For example, if an adolescent’s relationship with his or her parents affects 
their likelihood to engage in risky behaviors, such as drug use, those behaviors may have 
consequences for years to come. In those circumstances, an adolescent’s familial relations are 
initiating potential life outcomes that could be filled with higher degrees of adversity, health 
consequences, stress, and marginalization. Again, under these circumstances we can see the 
intersectional nature of adversity during adolescence re-emerging. An unhappy or even abusive 
parental relationship can impact an adolescent’s mental health, increase the chance for substance 
abuse, and increase delinquent behavior. Individually, these variables can interact to elevate the 
probabilities for the other actions to occur. In other words, the negative side-effects that may 
result from an undesirable home environment coincides with compounding variables and a 
down-ward spiral of adversity.  
 Divorce, which has become a common occurrence in our society, is an additional source 
of stress during adolescence. Depending on the situation, divorce can be an emotional relief or an 
amplification of mental distress. Prior research has discovered that divorce between two parents 
who had a relatively stable relationship, but could not reconcile their differences, has a traumatic 
effect on an adolescent. Parents with a turbulent relationship that strongly affected the home 
environment can benefit their adolescent child through divorce (Horwitz 2015). In each of these 
situations, there still exists the opportunity for increased distress for an adolescent. If divorce 
occurs, but disagreements among the parents persist, then there will be no emotional benefit to 
the adolescent. In fact the transition of divorce and an altering family dynamic, coupled with 
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negative experiences of these changes can prop an adolescent up for more stress, emotional 
problems, and mental health issues (Seccombe 2014, p. 348).  
 Other important components of an adolescent’s home life extend beyond the parents. 
Sources of stress can arise from food insecurity, household crowding, and neighborhood 
conditions. Lack of resources, poverty, residing in neighborhoods with high crime rates… all of 
these factors can affect the emotional stability of adolescents. Exposure to criminal activity can 
lead to victimization at a young and influential age. Household crowding and a lack of privacy / 
alone time can push many adolescents to spend increased time away from the home and with 
their peers, which co-relates with elevated rates of delinquency. While the home environment 
has its own unique set of obstacles that can affect the stress and adversity in adolescent’s life, so 
can their exposure to peer groups. 
 As previously mentioned in the section on stress, peers groups can be positive forces in 
the social lives of adolescents. However, they are also major sources of negative influence. For 
example, there can be great pressure for adolescents to conform into the standards set by their 
peers. Therefore, exposure to peers who engage in delinquent behavior correlates with the 
elevated likelihood that the adolescent will also engage in said behavior (Hoeben 2016, p. 109). 
We’ve all most likely heard the saying ‘birds of the same feather flock together’. While this 
remains true today, delinquent peers can directly cause non-delinquent adolescents to begin 
participating in the same delinquent behavior. This demonstrates the importance that peers have 
in determining behavioral outcomes of adolescents, even if the adolescent was not already 
involved in such behavior (Dynes 2015, p. 3250).  
 Peer pressure is a significant component in the social lives of adolescents. It can develop 
stress, emotional strain, or adversity in the life of an individual if they fail to comply. Failure to 
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comply with peer pressure leads to marginalization and adversity, not including forms of social 
embarrassment, harassment, and bullying which can follow suite. Early on, peer pressure causes 
adolescents to be faced with situations where they don’t necessarily win for either choice that 
they make. If an adolescent caves into peer pressure, there can be severe consequences if that 
choice involves modifying their current behaviors in an unhealthy manner. An example of this 
would be if they began underage drinking or using other forms of delinquent drugs. In some 
cases, the drugs available to adolescents may even be illegal for adult consumption. Another 
example of peer pressure could result in an adolescent trying to conform their physical 
appearance to that of their peers. This could be harmful if it initiates unhealthy diet practices. 
Each of these potentials is subjective to the situation, but contains the opportunity for serious 
harm to an adolescent’s physical and mental health.  
 Overall, the social environment of an adolescent plays a leading role in determining 
whether they may undergo certain forms of social adversity. Unfortunately, they can experience 
these difficulties on many fronts and in various forms, i.e. peer pressure, divorce, exposure to 
crime, etc… In conclusion, the household environment and influence of peers can determine or 
predict several of the ways in which adolescents will react and behave. Since adolescence is an 
important transitional period of life, the effects of negative or positive behavior can last for 
years. As a result, the study and research of the social environment and its relationship to the 
physical and mental health of adolescents is incredibly central in understanding the problems we 
see individuals managing in adulthood.   
Mental Health 
Next, we will discuss the prevalence and consequences of mental health disturbances 
among our adolescent population. Mental health has various facets and intersects with many of 
19 
 
the topics we have covered in our discussion of the difficulties present during adolescence as 
either a result, causation, or worsening component of adversity. In addition, the variables that we 
have analyzed may all play an intervening role in the mental health of an adolescent. All in all, 
mental health is no small topic and could be the subject of an entire paper regarding its 
appearance in adolescence. However, for the purposes of this chapter, we will merely be setting 
the scene with some of the broad discoveries of prior research. We will explore these findings in 
greater depth within later chapters, with regard to their role in adolescent obesity. 
 Mental or emotional health is a serious concern for adolescents as research reports have 
cited an increase in the suicide rate for America’s youth between 1979 and 1997. (Nooney 2005, 
p. 341) These findings indicate that there have been significant shifts in our culture to the 
detriment of emotional well-being and stability among adolescents. Many researchers have 
begun analyzing this phenomenon through sociological theories of stress. The results of this 
research discovered that adolescents today may experience more stress than previous 
generations, while also having fewer resources available to them to manage these life stressors 
(Nooney 2005, p. 342).  
 This confirms one of the resounding themes present during adolescence, which is stress. 
It’s no coincidence that adolescence is a period with high prevalence rates of anxiety and 
depression, while also correlating with high levels of stress (Allan 2016, p. 459). Research has 
also demonstrated the connection between low self-esteem and poor self-image in causing 
problems with mental health for adolescents. Furthermore, we have explored the significance of 
the social environment in causing varying levels of strife within adolescence. The importance of 
social interactions additionally impacts mental health. “Adolescent social relations are correlated 
with depressive symptoms, often due to reputation and status mechanisms connected with peer 
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acceptance and rejection.” (Pachucki 2015, p. 41) The mental health of an adolescent can 
affected by many aspects in their lives. 
Self-Image and Esteem 
When it comes to the topic of self-image, our society has created a toxic environment ripe 
for negative opinions of your worth as an individual if you fail to meet intense beauty standards. 
This is especially prevalent and recognizable from the increase of eating disorders during 
adolescence (Harden 2014, p. 718). As a group, adolescents are particularly bombarded with 
social media and cultural images of what they should and shouldn’t look like. In many instances, 
there is even a lack of representation in our cultural displays, to the point where many minority 
social groups may feel disenfranchised by our societal standards.   
As stated previously, an adolescent’s self-esteem is particularly susceptible to the media 
(Woods 2016, p. 43). For this reason, there is no small amount of paranoia, stress, and emphasis 
on the attainment of an idealized physical appearance. In essence, a majority of adolescents can 
often find themselves in a no win situation. If you’re an individual who resides outside of our 
culture’s beauty standards, you face the chance of being teased, pressured, or experiencing a loss 
of self-worth. Each of these factors themselves can be damaging to mental well-being in their 
singular occurrence. However, more often than not these resulting factors will likely coincide 
with one another. This coincidence creates an intersectional and compounding consequence that 
will only stand to worsen the social and emotional distress. Some adolescents may take extreme 
measures to meet these standards in the form of eating disorders, which inhibits mental 
development and is indicative of some degree of body dysmorphia. The effects of eating 
disorders can be long lasting into early adulthood (Rohde 2015, p. 193).  
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Using the theory of symbolic interactionism, the way adolescents may understand 
themselves is determined through their perception of others’ opinions about them. In an effort to 
strengthen their own self-perception and the opinions that others retain of them, many youth take 
cues from media to conform to an ideal type. Adolescence itself is an incredibly stressful time. 
The pressure and stress to appear in a socially / culturally acceptable form can be enough strain 
on an adolescent to harm their mental well-being. Moreover, researchers have found strong 
correlations between and adolescent’s low self-esteem and psychological concerns (Di Blasi 
2015, p. 75). The images that they are constantly exposed to, only perpetuates and confirms 
many of their pre-existing pressures for the achieving the ultimate self-image. Unfortunately, 
even if parents are extremely supportive, reassuring, and present in an adolescent’s life it may 
not be enough to help buffer against unhealthy media portrayals of body ideals in our ever-
increasing technological society. 
Concluding Remarks: Chapter Two 
 In conclusion, the purpose of this chapter was to demonstrate and outline the existing 
forms of adversity that are present during adolescence. While this study will ultimately analyze 
24-32 year olds, many of the contributing factors that we discussed for adolescents are 
intervening, correlating, and / or causal variables for obesity during adulthood. Adolescence is a 
complicated time of self-discovery. For this very reason, adolescents are susceptible to all 
manners of social and physical distress. These susceptibilities and stressors are important 
precursors to adult outcomes. As with other behaviors or social disadvantages, when they occur 
in adolescence they may carry over into adulthood. 
In brief summary, factors such as stress, the social environment, self-perception, and 
mental health intersect and combine to affect the adversity of adolescence. One of the reasons 
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obesity was excluded from this chapter’s conversation was to demonstrate the level of pre-
existing strain commonly present among adolescents. As mentioned in chapter one, obesity is a 
relatively recent phenomenon that has even more recently begun seeping into our adolescent 
populations. In the following chapter, all of the sections covered in this chapter will be re-
introduced in analyzing the various roles they play in the occurrence of adult obesity. In addition 
to being variables that can directly predict obesity, obesity may also have a causal role in 
worsening several of these factors.  
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Chapter Three: Obesity, Mental Health, and the Social Environment 
 Now that we have established some of the fundamentals of obesity’s presence in 
American society, we will transition our discussion to examine the more specific effects that 
obesity can have upon individuals. In this chapter, we will discuss some of the existing literature 
regarding the effects of obesity on mental health and the social environment’s reaction to 
individuals who retain this label. More precisely, there will be an increased emphasis 
surrounding the subjects of depression, job discrimination, and perceptions of intelligence. 
Overall, the goal of this chapter will also be to analyze any potential compounding effects in the 
dynamic interaction that the stigma of obesity may play in a person’s life. Upon studying the 
established literature of obesity, there will be an additional conversation pertaining to any gaps in 
the sociological body of knowledge for this topic. Additionally, we may explore any known or 
unknown differences between certain age and racial categories depending on the prevailing 
research.  
Obesity and Mental Health 
  For this section, we will be investigating whether there is any known research regarding 
the correlating relationship between obesity and certain mental illnesses, such as depression. 
Furthermore, if there is a recognized correlation between obesity and mental health, have 
researchers determined whether obesity is a causal factor in deteriorated states of mental health? 
Based on our discussion in previous chapters, it is reasonable to assume that obesity will play 
some mediating role in affecting various states of mental health. However, it is less clear whether 
or not obesity can be linked as the direct cause or if it simply aggravates other variables that 
influence mental health. In other words, we will explore the nature of the causal relationship 
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between obesity and mental health. Additionally, we’ll seek to determine if there are any 
antecedent variables in the obesity-depression relationship. If there are any antecedent variables, 
it will make the exact relationship between obesity and mental health difficult to determine. 
Regardless, they are still important factors to consider.  
 One cross-sectional study of 165 patients found that, “A wide range of health issues, 
including quite severe mental health problems, was prevalent in treatment-seeking young adults 
with severe obesity.” (Dreber 2015, p. 2) Overall, the 2015 study found that the research 
participants had lower qualities of life in terms of their mental health components. Participants 
had higher rates of depression, ADHD, low self-esteem, attempted suicides, and psychosocial 
impairments when compared to other rates of members residing in similar social categories. 
While researchers also discovered the existence of other mental health concerns among the study 
group, such as anxiety, not all of them were statistically associated with obesity-related 
problems. For example, symptoms of anxiety were founded to be related to feelings of low self-
esteem. Meanwhile, symptoms of depression were found to be related to problems of obesity. 
Another interesting finding in the study was the realization of adverse childhood experiences 
among forty percent of the research participants. The most common adverse experience being an 
absent parent. (Dreber 2015, p. 8) This confirms the existence of potential antecedent variables 
in the relationship of obesity related mental health problems. Certain variables will increase the 
likelihood of developing obesity and mental illnesses. There is also the chance for a cyclical 
compounding effect to take place, where obesity can cause depression and depression extends 
the existence of obesity. Reactions from the social environment, through stigma or prejudice, 
may also worsen the cycle. 
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 Another study using data from the National Health and Nutritional Examination Survey 
investigated the association of obesity-caused hypertension and mental health outcomes among a 
representative sample of US children and adolescents. In their findings, the researchers 
ascertained an elevated relationship between obesity, hypertension, and poor mental health. 
Moreover, the statistical analysis, “…indicated that obesity and depression are closely linked.” 
(Tevie 2015, p. 501) However, the established link was largely based off of correlation rather 
than causation. Some difficulties cited by the researchers illuminate the trouble in separating 
obesity and depression. They may share common “pathophysiological mechanisms”, or display 
very similar symptoms. The similar symptoms of obesity and depression may have been 
recognized, but have gone relatively unmentioned in other research attempts. Similar comorbid 
symptoms include difficulty sleeping and abnormal eating patterns. Again, the struggle faced in 
this project was in determining whether or not the obesity existed prior to the depression. In 
order to solve this problem, a longitudinal data set will need to be used in confirming obesity’s 
causal relation for depression. If their precise causations remain irresolute, forming an 
understanding in the association of mental health and obesity may be inefficient in solving both 
issues. 
 Other studies have also found a strong association between unhealthy mental 
phenomenon and obesity. One study aimed to examine whether mentally unhealthy days were 
more common among members in either obese or non-obese weight categories. The results 
showed, “…a clear upward trend both in the prevalence of obesity and in the average Mentally 
Unhealthy Day.” (Jung 2015, p. 84) Covariates such as gender, age, race, income, education, 
marital status, employment status, etc… were controlled in the study when measuring statistical 
significance. The researchers used data taken from the Behavioral Risk Factor Surveillance 
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System, which included samples taken from the year 1993 up to 2010. While the samples 
included data from a sizeable number of years, the respondents were different in each yearly 
sample. This may have revealed a correlation between poor mental health and obesity throughout 
the years. Unfortunately, the study still failed to demonstrate any causal relationship within the 
relationship shared between mental health and obesity. If the data samples had contained the 
same participants in its longitudinal span, it may have been possible to statistically measure 
whether the pre-existence of obesity lead to depression down the road or vice versa. 
Furthermore, if an obese individual managed to ‘recover’, it would be telling to examine whether 
depression vanished following the absence of obesity from their life. In this case, the causality 
could be analyzed and intervening variables explored.   
 Despite the gap in the knowledge regarding causality, previous research has found that 
the most prevalent mental illness correlated with obesity seems to be depression. “Epidemiologic 
research reveals substantial synergistic effects leading to more severe health consequences for 
persons who are both obese and suffering from mental health problems, depression in 
particular.” (Mumford 2013, p. 1) One promising study using 13 data rounds from the National 
Longitudinal Surveys of Youth- 1997 cohort (NLSY97) found that the majority of adolescents 
transitioning into adulthood reported stable good mental health. However, the high risk category 
for developing obesity was the one group where three-quarters were classified with declining 
stages of mental health. (Mumford 2013, p. 5) Contrary to the typical assumption, in the same 
study it was discovered that obese individuals who maintained their weight throughout 
adolescence and into early adulthood had stable good mental health. Since the study revolved 
around a transitional life period, increases in weight during the move from adolescence into 
adulthood was accounted for.  The results found in this study are unique and in need of 
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replication. It is also among some of the few literatures that has provided a degree of causality. It 
should be noted that the individuals categorized at high risk for developing obesity were not 
medically obese, and fall outside the bounds of the weight category specific to this thesis.   
 There is strong existing research proving the correlation between negative mental health 
conditions and obesity, with some minor variations among different data sets. Some researchers 
have explained this through the relation between obesity and lower rates of life satisfaction 
(Wadsworth 2014, p. 196). What is less certain is the causal relationship. This will be an 
important and central feature in the following chapters of this thesis, seeing as it would be 
plausible to assert both depression and obesity as causes of one another. It is necessary to 
determine the order of appearance of these variables so that future research can explore the ways 
in which race, age, gender, and stigma interact in this relationship. In conclusion, obesity and 
depression are so closely correlated that it is worthwhile to ascertain the degree of causality. It is 
no coincidence that depression is more prevalent among obese members of society. 
Obesity and the Social Environment 
 Unlike the association between obesity and mental health, more is known about the social 
environment’s reaction to obese individuals. There is also less concern involving the causal 
relationship, since it is relatively easy to measure the variation in the reaction to people who are 
and are not obese. Although, in order to measure the social environment’s reaction, variables 
such as race, gender, age, education, and income must also be controlled and accounted for. The 
goal is to measure the reaction only to the category of weight, since reactions to obesity may be 
shared with other variables. Does the social environment display societal assumptions, or forms 
of stigma in its interactions with obese individuals? 
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 The answer to the proposed question based on a review of the present literature is yes. 
Obese individuals in society experience elevated levels of stigma and prejudicial attitudes (Carr 
2005, p. 244). Within the context of American culture, there are numerous causes for the 
mistreatment of the overweight in our society. “The construction of thinness as a health and 
social ideal has been perpetuated by a range of agencies including the media, the weight loss 
industry, the fashion industry, government policy, academia, and the medical profession.” (Lewis 
2011, p. 1349) One of the more noticeable contributions to stigma, which has been increasingly 
mentioned in the national conversation on the popular perceptions of weight, is the media. 
Idealized perspectives of male and female body forms are pervasively displayed throughout 
television, the internet, and magazines. Although sociological perspectives have helped to 
counteract some of these body ideals, many Americans still find an individual unattractive and 
unpleasant in appearance if they fail to meet cultural body norms. While groups are trying to 
reduce body shaming and encourage healthy exercise and nutritional practices, many of the 
images we are shown through media are of uncommon or unhealthy bodies at the opposite end of 
the BMI spectrum.  
Moreover, thinness is additionally linked in the public’s mind to responsible citizenship 
and moral judgement. (Lewis 2011, p. 1349) If you’ll remember our chapter one discussion of 
Goffman’s theory of the spoiled identity, the same holds here. Obesity is subject to moral 
judgement. In the social sphere, an obese weight can indicate a spoiled identity through certain 
character flaws (Goode 2008, p. 73). Perhaps the most common flawed traits associated with 
obesity are laziness and low self-control. Sociologists theorize that the new labels given to 
individuals may cause them to assume a new deviant social role. Unfortunately, this new identity 
is theorized to only extend the deviant status, obesity in our case (Heiner 2014, p. 5). This creates 
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an interesting dynamic, where society is engaging in practices which perpetuate the very traits it 
dislikes. In other words, obese individuals incorporate socially labeled character flaws into their 
identity, potentially worsening their condition.  
 Arguably, the primary stigma regarding obese individuals is their perceived laziness. 
There is a somewhat common held belief in America that if you became obese, then you lack a 
certain level of self-control and/or are unwilling to put in the personal effort to keep yourself at a 
healthy weight. Obviously, this perspective leaves out many correlating variables that can lead to 
obesity. For example, individuals who are poor, stressed, or disproportionately victimized are 
more likely to be obese. Within this context, obesity may be understood as a coping mechanism 
or an addiction. They may still be obese members of society who fell into this weight category 
due to a ‘lack of willpower’. The fact remains that a blanket characterization of obesity such as a 
lack of willpower is entirely inadequate in comprehending the causes and continuing social 
variables that contribute to the obesity epidemic. For instance, the expressions of depression in 
particular individuals may lead to obesity (Atlantis 2009, p. 871). In this case, the obesity will be 
a visible feature of the person while the depression is harder to detect. The reality would mean 
that this individual was being stigmatized for a symptom of their mental illness.   
 However, some research findings have revealed that certain sub-cultures in America may 
vary in their stigmatization of obesity. “The extent to which obese individuals experience 
weight-based stigma is likely shaped by the degree to which obesity is ‘normal’ in a particular 
context.” (Mooney 2016, p. 2)  In many African American communities there is a greater 
occurrence of obesity. In these same communities there is also increased tolerance and 
acceptance of obesity. This could be due to several reasons. First, the African American culture 
may find heavier weight categories to be more attractive. Secondly, it could be due to the fact 
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that obesity became so common in these communities that it moved into an acceptable category. 
The acceptance of obesity can have mixed social consequences. On one side of the argument, 
obesity is an unhealthy weight category and shouldn’t be overly socially acceptable, such as 
smoking being unacceptable in modern days. Meanwhile, the acceptance of obesity can help to 
combat stigma and promote good mental health. There needs to be a balance between the 
acknowledgements of obesity as unhealthy and the understanding that stigmatizing the condition 
will only aggravate some of the variables that led up to that point. Education could provide 
helpful solutions to this social dynamic in America. Regardless, the prevailing consideration of 
obesity is one of negativity and stigma. 
 Not only may obese individuals be treated as lazy, there are also various insinuations 
regarding intelligence. A societal association is drawn between weight and intelligence. Again, 
this is a broad generalization of the remaining pool of stigma towards obese individuals in 
society, but one that exists nonetheless. The parallel perceived towards obese individuals and 
their intelligence, is that they must be less knowledgeable about nutrition and overall physical 
health. The assumption around obesity is if you’re in such a state, you must be either lazy, 
unintelligent, or both.  
The workplace exhibits these possible connections (Goode 2008, p. 73). As we discussed 
in chapter one, obese individuals on average make less money due to a form of job 
discrimination that they face. In the process of hiring, if an employer has the assumptions that 
obese persons are lazy or unintelligent, it automatically affronts the opportunities of job 
advancement or achievement for obese applicants. This may help explain low income individuals 
have higher rates of obesity (Chubinski 2012, p. 149). Obesity is also recognized as an unhealthy 
condition by a majority of Americans. Potential employers may consider whether or not the 
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individual they are hiring will be sick often, limiting the job opportunity for any individuals with 
a visibly perceived physical condition. The social push for equal opportunity hiring may alleviate 
discrimination during the hiring process for any health conditions, but it is still likely considered 
even if only on the personal level by the employer. 
 Overall, the social environments’ reaction to obesity may largely be through processes of 
stigmatization. This creates a significant compounding effect, as well as a cycle where the 
obesity results in stigma and the stigma enflames the variables correlating or contributing to the 
obesity. Another name for this could be the matrix of stigmatization. Furthermore, it highlights 
the intersectional nature of individual attributes and the social environments’ reaction upon 
personal well-being. “Clearly, in our kind of society, with its stress on affluence and upward 
mobility, being overweight is considered to be detrimental to health, a blemish to appearance, 
and a social disgrace…it is held to be morally reprehensible.” (Cahnman 1968, p. 283) 
Concluding Remarks: Chapter Three 
 To summarize, there is a wide range of existing research on the implications of obesity 
for mental health conditions and stigmatization. The majority of the literature demonstrates that 
there is a strong correlation between obesity and negative mental health outcomes. In particular, 
there appears to be a stronger connection with obesity and depression. Much of the research has 
provided ample evidence of a correlation, but significantly lacks the ability to prove causality 
through the use of cross-sectional samples. Moving forward, it will be important to ascertain 
causality since there are so many comorbid variables involved in the social environments of 
obese members in society. Obese individuals are likely to have more adverse life experiences, 
are confronted with a higher degree of stigma, and have lower quality of life from the 
compounding effects of their deviant weight. By discovering causality in the relationship obesity 
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has regarding depression and reactions from the social environment, the sociological community 
will move towards an appropriate comprehension of the cyclical nature of obese weights, i.e. 
what causes what, which variables reinforce one another, and what is the solution. 
 Based on my investigation, the established literature focused on the age groups of late 
adolescents, emerging adulthood, or adults as a broad category. There was also a concentration 
on women, whether conscious or unconsciously done. Perhaps it may be useful to examine adult 
and older age categories, while also exploring the variations among race and gender. Does the 
social environment respond differently to white and non-white obese persons? Does gender 
correlate with negative mental health descriptions for obese men and women? Are there groups 
throughout American society that have higher levels of tolerance and acceptance of obesity?  
If stigma hinders an obese person from conquering the condition, then the widespread 
distaste for obesity will likely need to be solved through education. If obesity harms mental 
health, then sociologists and other professionals will need to come together to create solutions 
which lead to better mental health and solutions for obesity. These are some of the questions that 
we will be analyzing through the use of longitudinal data sets in the following chapters. Overall, 
these are issues that need to be addressed in American society as we see the obesity epidemic 
continue to grow. As a society, it will be beneficial to understand the compounding effects of 
obesity in order to properly assess the ways in which this can be handled in the future. I 
hypothesize that this research study will confirm previous findings linking obesity as a causal 
factor for depression. In addition, this research will add to the growing body of knowledge by 
examining an adult subset age group. 
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Chapter 4: Methods 
 
 This study used data from the Public Use-In Home Questionnaire Wave IV of the 
National Longitudinal Study of Adolescent to Adult Health, or Add Health. Wave IV examined 
individuals from ages 24 through 34. Add Health reports that the sample collected dispersed data 
from across all 50 United States. “In a second continuation of the Add Health program project, a 
fourth in-home interview was conducted in 2008 with the original Wave I respondents*.  The 
Wave IV study was designed as a follow-up of the nationally representative sample of 
adolescents first interviewed in 1994 and 1995.”(Add Health CPC UNC) Wave IV was 
conducted in the form of an in-depth personal interview, which included the collection of 
physical and genetic measurements. The purpose of the Add Health program is to collect 
longitudinal evaluations of persons’ physical/mental health and social economic status. The data 
is extremely helpful to the scientific community not only for its longitudinal measurements, but 
also for its large sample size; over 5,000 respondents for Wave IV. The statistical software used 
to analyze data from Wave IV was SPSS. 
 To begin, I created a scale measuring depression, the dependent variable in this 
relationship. For this scale, I included variables provided in Add Health’s mental health 
measurements. However, it is important to note that several variables (H4MH18, H4MH21, 
H4MH23, and H4MH27) we excluded when it was found that they lowered the alpha reliability 
of the scale. The following variables compromised the final depression scale; H4MH19: You 
couldn’t shake off the blues even with help, H4MH20 (Reverse coded): You felt just as good as 
others, H4MH22: You felt depressed, H4MH24 (Reverse coded): You felt happy, H4MH25 
(Reverse coded): You enjoyed life, H4MH26: You felt sad. The response categories ranged from 
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values 0 to 3; (0) Never, (1) Sometimes, (2) A lot of the time, (3) Most of the time. The alpha 
reliability of the scale was 0.838. A higher score indicates a higher level of depression among the 
respondents. 
 Wave IV of Add Health also provides an adult BMI measure, variable H4BMICLS. The 
measurement breaks down into the proceeding categories; (1) Normal: 18.5 to less than 25. (2) 
Overweight: 25 to less than 30. (3) Obese I: 30 to less than 35. (4) Obese II: 35 to less than 40. 
(5) Obese III: 40 plus. The variable was the recoded into a binary measure of (0) and (1). 
Normal, Overweight, and Obese I were combined to be a value of zero in the new measure. 
Obese II and Obese III were combined to be a value of one. The primary reason the BMI 
measurement was finalized as a binary recode was due to the non-linear cross tabulation between 
the depression scale and BMI measurements. Normal and Obese I individuals shared similar 
rates of depression. Overweight individuals experienced a decrease in the likelihood of 
depression. All in all, respondents in the Obese II and Obese III categories were the only ones 
who experienced elevated rates of depression. In order to correct the parabolic nature of the 
relationship into a linear one, I conducted a binary recode.  
 The next variables that we included in this study were controls, as well as tools to 
measure depression within specific categories of respondents. Starting with Race (H4IR4), the 
variable was binary recoded. White received a value of zero. Black, Asian/Pacific Islander, and 
American Indian were combined into a value of one. Asian/Pacific Islander and American Indian 
were combined with African American, since the low number of respondents reported within 
these racial categories held little statistical significance in separate groups. It should also be 
noted that the race of the respondent was reported by the questioner and not the respondent 
themselves. Sex (BIO_SEX4) underwent a minor change in the form of a binary recode. Males 
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were assigned to a value of zero (0) and women to a value of one (1). The respondent’s age was 
also measured by their reported birth year (H4OD1Y). 
 Next, Education (H4ED2) was recoded to combine certain measures and exclude Don’t 
Know responses. The variable asked the respondent to report their highest level of education to 
date. The final recode broke the categories into the following; (1) Eight grade or less, (2) Some 
high school, (3) High school graduate, (4) Some vocational/ Technical training after high school, 
(5) Completed vocational/ Technical training after high school, (6) Some college, (7) Completed 
college with bachelor’s degree, (8) Some graduate school, (9) Completed a master’s degree, (10) 
Some graduate training beyond a master’s degree or Some post baccalaureate professional 
education, (11) Completed a doctoral degree or Completed post baccalaureate professional 
education.    
 Income (H4EC1) was recoded to exclude Refused and Don’t Know responses. The 
respondents were asked to report the total household income before taxes or deductions, 
including non-legal sources of income and all contributors to the household budget. The income 
categories were as follows; (1) Less than $5,000. (2) $5,000 to $9,999. (3) $10,000 to $14,999. 
(4) $15,000 to $19,999. (5) $20,000 to $24,999. (6) $25,000 to $29,999. (7) $30,000 to $39,999. 
(8) $40,000 to $49,999. (9) $50,000 to $74,999. (10) $75,000 to $99,999. (11) $100,000 to 
$149,999. (12) $150,000 or more.  
 The next variable measured marriage (H4TR1). This variable was the only one 
accessible to the public-use data set for Wave IV which measured marriage. However, the 
question asked the respondent to report how many persons they had ever married, including their 
current spouse. This can have some obvious implications, seeing as it doesn’t necessarily repost 
the respondent’s current marital status. With this in mind, the variable was recoded into a binary 
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measure to report whether a person had never been married or had been/are married. The recoded 
categories are as follows; (0) Never married, (1) Married one or more times.  
 Health Insurance (H4HS1) was recoded into a binary measure; (0) Insured, (1) 
Uninsured. Those who reported having some form of health insurance could have reported 
insurance from the following sources; work, union, school, spouse’s insurance, parent’s 
insurance, active duty military coverage, private insurance, Medicaid, or Indian Health Service. 
Again, Don’t Know responses were excluded from the measure. The next variable that was 
selected measured a person’s ability to maintain employment. The question asked: From 2001 to 
the previous year, how many times have you been fired, let go, or laid off from a job? (H4LM4) 
The possible responses ranged from 0 to 50 or more. Legitimate skips, Refused, or Don’t Knows 
were excluded.  
 The respondent’s sexual orientation was also included in the analysis (H4SE31). The 
variable was recoded into a binary measure; (0) Heterosexual, (1) All other sexual orientations. 
Next, I recoded a variable measuring whether or not the respondent had reportedly experienced 
sexual assault (H4SE32). The question asked: Have you ever been forced, in a non-physical 
way, to have any type of sexual activity against your will? For example, through verbal pressure, 
threats of harm, or by being given alcohol or drugs? Do not include any experiences with a 
parent or adult caregiver. (0) No, (1) Yes.  
 Finally, I created an alcohol scale to control for any antecedence substance abuse may 
have upon the respondent’s likelihood to report feelings of depression. The scale included 
variables H4TO37 and H4TO38. (H4TO37) During the past 12 months, on how many days did 
you drink 4-5 or more drinks in a row? (H4TO38) During the past 12 months, on how many days 
have you been drunk or very high on alcohol? Both questions shared the same possible 
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responses; (0) None, (1) One or two days in the past 12 months, (2) Once a month or less/ 3 to 12 
days in the past 12 months, (3) Two or three days a month, (4) One or two days a week, (5) 
Three to five days a week, (6) Every day or almost every day. Refused, Legitimate Skips, and 
Don’t Know responses were not included in the scale measurement.  
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Chapter 5: Results 
 
 Now that we’ve established the methods used in analyzing our control, dependent, and 
independent variables, we will move on by providing findings from the regression analyses. The 
first table represents the baseline model with all groups included. The succeeding tables filter out 
groups to examine only certain categories in the relationship between BMI and depression. These 
filtered categories include Black men, White men, White women, Black women, all women, all 
men, Whites, and Blacks. (Please note that the racial category of Black also includes Asian/ 
Pacific Islanders and American Indian.)   
(Statistical Significance: * p less than .05, ** p less than .01, *** p less than .001) 
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Table I: Complete Regression, No filters.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .079 .120 .010 
Alcohol Scale .039* .018 .032 
Times Fired / year .087* .034 .038 
Education -.185*** .024 -.118 
Health Insurance .518*** .126 .063 
Income -.177*** .020 -.142 
Marital Status -.075 .101 -.012 
Race .353** .111 .048 
Sexual Assault .846*** .146 .086 
Sexual Orientation 1.098*** .140 .117 
Age -.062* .027 -.034 
Biological Sex .328** .104 .050 
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Table II: Filter- Black, Asian/Pacific Islander, and American Indian Men. 
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .117 .367 .015 
Alcohol Scale .048 .053 .043 
Times Fired / year .002 .053 .001 
Education -.202* .078 -.133 
Health Insurance .926** .348 .134 
Income -.216*** .058 -.195 
Marital Status .585 .319 .088 
Race - - - 
Sexual Assault .758 .687 .051 
Sexual Orientation -.152 .638 -.011 
Age .004 .083 .002 
Biological Sex - - - 
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Table III: Filter- White Men.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI -.320 .202 -.039 
Alcohol Scale .042 .024 .045 
Times Fired / year .097* .047 .052 
Education -.146*** .036 -.106 
Health Insurance .685*** .186 .099 
Income -.143*** .033 -.115 
Marital Status -.324* .154 -.056 
Race - - - 
Sexual Assault 1.111** .407 .067 
Sexual Orientation 1.139*** .294 .096 
Age -.083* .041 -.051 
Biological Sex - - - 
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Table IV: Filter- White Women.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .207 .206 .023 
Alcohol Scale .030 .036 .020 
Times Fired / year .282** .108 .062 
Education -.232*** .042 -.137 
Health Insurance .292 .229 .031 
Income -.191*** .035 -.138 
Marital Status -.165 .174 -.023 
Race - - - 
Sexual Assault .897*** .192 .109 
Sexual Orientation 1.047*** .198 .126 
Age -.092* .045 -.048 
Biological Sex - - - 
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Table V: Filter- Black Women.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .506 .302 .066 
Alcohol Scale -.074 .078 -.039 
Times Fired / year .338* .143 .094 
Education -.151 .080 -.084 
Health Insurance .079 .380 .008 
Income -.192*** .055 -.159 
Marital Status .334 .311 .044 
Race - - - 
Sexual Assault .490 .388 .049 
Sexual Orientation 1.825*** .392 .189 
Age -.008 .083 -.004 
Biological Sex - - - 
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Table VI: Filter- All Women.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .273 .167 .032 
Alcohol Scale .011 .032 .007 
Times Fired / year .297*** .084 .071 
Education -.202*** .036 -.118 
Health Insurance .250 .193 .026 
Income -.186*** .028 -.144 
Marital Status .016 .148 .002 
Race .219 .159 .038 
Sexual Assault .784*** .169 .091 
Sexual Orientation 1.209*** .173 .140 
Age -.062 .039 -.031 
Biological Sex - - - 
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Table VII: Filter- All Men.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI -.221 .173 -.027 
Alcohol Scale .050* .022 .051 
Times Fired / year .046 .034 .029 
Education -.153*** .032 -.108 
Health Insurance .732*** .162 .105 
Income -.155*** .028 -.130 
Marital Status -.166 .136 -.028 
Race .368* .151 .053 
Sexual Assault 1.040** .349 .064 
Sexual Orientation .808** .264 .066 
Age -.060 .036 -.036 
Biological Sex - - - 
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Table VIII: Filter- All Whites.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI -.005 .145 -.001 
Alcohol Scale .038 .021 .033 
Times Fired / year .125** .045 .048 
Education -.194*** .028 -.126 
Health Insurance .500** .147 .061 
Income -.173*** .024 -.131 
Marital Status -.253* .116 -.039 
Race - - - 
Sexual Assault .955*** .166 .101 
Sexual Orientation 1.075*** .159 .118 
Age -.089** .031 -.049 
Biological Sex .353** .120 .055 
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Table IX: Filter- All Blacks, Asian/Pacific Islanders, and American Indians.  
(Dependent variable: 
Depression Scale) 
(b) (SE) (B) 
BMI .323 .233 .042 
Alcohol Scale .020 .045 .014 
Times Fired / year .050 .053 .029 
Education -.192** .056 -.116 
Health Insurance .581* .259 .071 
Income -.213*** .040 -.183 
Marital Status .500* .224 .069 
Race - - - 
Sexual Assault .571 .331 .052 
Sexual Orientation 1.250*** .323 .119 
Age -.010 .059 -.005 
Biological Sex .303 .228 .044 
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Discussion 
 As you can see from the data analysis, there were some unexpected results with direct 
consideration to the review of previous scientific literature. Mainly, there was very little, if any, 
statistical significance between depression and BMI. The cross tabulations and frequencies that 
were conducted prior to the regression may have hinted at this possibility, which was ultimately 
confirmed. Some statistical significance may also be due to the large data sample. In addition to 
this surprise, there wasn’t much statistical difference between the races. If you’ll remember, it 
was discussed in previous literature, and explained as a cultural difference, that different races 
have different tolerances for certain BMIs. With this in mind, it was expected that these varying 
tolerations (Blacks often being more tolerant or accepting of larger bodies) would impact 
depression, or health in general. Overall, there were some substantial gender differences. Obese 
women in the categories of Obese II or higher were more depressed across the board. This was 
an expected relationship, since it is often discussed in social theory that women experience 
heightened pressures around body norms. These body norms, which do exist for men, may be 
explained as potentially worse for women in a patriarchal and sexually objectifying society.  
 Based on our literature, we would have expected to see a strong correlation between 
higher BMIs and depression. However, the results revealed a stronger correlation between sexual 
orientation, sexual assault, and depression. This wasn’t surprising considering the plethora of 
research regarding the hardships (i.e. stigma or harassment) non-heterosexual individuals may 
experience in our society. Hence why these measures were included as controls. What’s 
surprising is the strength of the statistical significance depression and sexual orientation share.  
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Chapter 6: Conclusion  
 As you may have already concluded from the results of this research, there was a very 
weak correlation between BMI and depression for this age group. In fact, the findings were 
contrary to a majority of the established research. Without further investigation/replication of 
these findings from the scientific community, we can merely speculate the causes. I would argue 
the findings demonstrate the potential specificity BMI may have within certain age groups. In 
research, the adult age category is too often lumped into a massive measurement. Many 
examinations of the adult group span 18 through 65 year olds. This is highly inefficient with 
respect to BMI. As individuals age, biological changes occur with the potential to dramatically 
affect BMI. Biological changes that occur in the late twenties and early thirties of adulthood may 
need consideration in future research.  
On the other hand, this still fails to account for the entirety of these findings. Obesity 
appears to have a long lasting and detrimental effect to individuals almost across the board. 
Obesity has a negative impact on nearly everyone with this label. Review of the literature 
showed obesity’s unfriendliness to every group, regardless of gender, race, age, or status.  
Perhaps there are unique social traits mitigating the effects of obesity for this age range. 
Arguably, the age bracket of 24 to 34 is a transitional time for adults. Individuals are more likely 
to be married or have children. For example, the U.S. Census Bureau report in 2013 that the 
average age of marriage was ≈ 26 for women and ≈ 29 for men (Seccombe 2014, p. 197). In 
addition, around this age group adults have completed the majority of their education and are 
now focusing on providing for their household. Stressors associated with marriage, children, and 
financials supersede the stressors associated with BMI.  
50 
 
There are other additional social/ cultural factors to consider in this relationship. Weight 
gain may have no effect for depression if it is accepted as a natural occurrence during this age 
group. In other words, weight gain may not bother individuals if they see it as a temporary lapse 
during a stressful time in their lives. Moreover, there may be no concern at all if people in this 
age bracket feel that they have better things to worry about. However, stress from high BMI 
comes from more than internalized social norms. Reactions from the social environment can add 
to the adversity BMI poses. As Goffman would describe obesity in relation to stigma, an 
overweight body can spoil a person’s entire identity within the social environment (DeFleur 
1964, p. 127). In America and many other Western cultures, obesity is perceived as a direct 
result of some ‘fatal’ character flaw, i.e. laziness. In turn, the stigma that results from the 
character assumption of a physical trait can impact a person’s employability, discrimination, 
stress, status, etc…  
Obesity is stigmatized and disliked in our society. There are pervasive public socializers, 
such as the media or fashion industry, reinforcing which body types are preferred and which are 
not. If you are obese, research has established a strong statistical probability that cultural stigma 
will affect your mental health. So, how has this age group managed to escape mental health 
issues with their obesity? One theory is that society may be moving towards increasing tolerance 
of larger bodies. This is debatable considering the prevalent body norms in our society. 
However, there have been extensive ‘body positive’ campaigns to help lessen social stigma 
around obesity. Perhaps this age group isn’t subjected to as much stigma as adolescents or those 
in their early twenties. There may be greater acceptance for weight gain when persons are 
starting families, including either marriage, children, or both. It’s a cultural norm to marry and 
have children in the U.S. This is supported by the fact that less than five percent of American 
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adults never marry (Seccombe 2014, p.195). I theorize that engagement in this cultural norm 
buffers against the perceived character flaws associated with obesity.  
Returning to my discussion of cross tabulations between depression and BMI, depression 
decreased for overweight individuals. Adults within a normal BMI bracket were actually more 
depressed. It wasn’t until persons reached a level of morbid obesity that depression rates 
increased. This may also create a conversation around mental health treatments. There have been 
harsh criticisms of the role the medical field has played in the medicalization of deviance (Heiner 
2014, p. 347). Depression is deviant, but perhaps advancements have occurred within the mental 
health profession that are meaningfully assisting obese persons. To rephrase, mental health care 
might be diminishing the expected relationship.  
Clearly, for the scientific community to understand these findings, further replication is 
necessary. The results of this research thesis did not confirm the findings of previous studies.  
These findings have led me to theorize possible explanations, but future examination of select 
age categories and the role BMI plays may provide additional clarity into this topic. I also 
suggest that there should be mixed methodology in future research. Yes, replication of statistics 
using that same data set should be conducted. However, new qualitative studies can provide 
crucial insight into social phenomenon occurring for this age bracket and possibly others.  
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